Registration iy ——eeem — e
DO NOT WRITE :
ON THIS STUB AMENDED

MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ‘ —63—013
DEPARTMENT OF PUBLIC HEALTH fnn WELF 318—_4’%” R«m“hm i Nlm e No. 31%5:«1%&

1. PLACE OE.DEATH 2. USUAL RESIDENCE (Whero deceased lived. If institution: Residence before

a. COUNTY StooLO'lliS , 8. STATE IllinOis b. COUNTY st.clair admission}

h. CCI)T!Y (If. outside corperate limits, give TOWNSHIP only} Le‘ngrh of atay in 1b c CITY ] Inside Limits

. OrR
TOWN  St.louls 10 days TOWN  Summerfield Yer X Ne O

¢. FULL NAME QOF (1§ NOT in howpital, give location} insida Limits d, STREEY {}f outiide, give locetion) Reside on Farm
HOSPITAL OR . ADDRESS

23/20 Z‘ ' INsTTUTioN S, Take Hosp. Yesff) Ne [ ||- : none Yes:[J Ne (X
3. NAME OF DECEASED First Middle 4. DATE Month Day Y.el‘r

3 h
{Type or prinf) OF
: Cornelia Monken peams  March 18,1963
5. SEX 6. COLOR OR RACE 7. Married ffj  Never Married [J |[B: DATE OF BIRTH | - AGE [last birthday} | IF UNDER | YEAR IF UNDER 24 HR

female White Widowead [] Divorced [ 3/18 !SO 73 Mon_thi | Days Hoirs | Min.

10a. USUAL OCCUPATION (Give kind of work done { 10b. KIND OF BUSINESS QR INDUSTRY{ 11. BIRTHPLACE {(City and state or country) | 12, CITIZEN OF WHAT COUNTRY
during most of werking life, even if retired}
hougehold Own_Home Ste.Clair County,Ill. USA

t3a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Philliip Perschbacher Rose Phoetner - Joseph V.Monken

15. WAS DECEASED EVER IN U.5. ARMED FORCES? . INFORMANT Addre e fleld’ Ill.

(\’;!. no, or unknown) | (If yes, give war or dates of ser V
no l - . L.@ .Q 4;/6\

18. CAUSE OF DEATH {Enter only vne cause per live Tor Taf 1o, =m0 INTERVAL BETWEEN
ONSET AND DEATH

PART i. DEATH WAS CAUSED BY: .
IMMEDIATE CAUSE (a) Hl; A o &'{%‘ Seuh MM %—n} /D 674-?4
Conditions, I any,|  OVETO(0) __ Darequrre Caa #4007 : Carnsds - oY Vier fod

which gave rise to L !
above causa (a),

uering the wdet | oueto @ ARtesinCeLarscir € eftchin thoctedon .

PART (1. OTHER SIGNIFICANI CONDITIONS CONTRIBUTING TO DEATH buf nuf related to the terminal PART M1, If deceased was femsle was
disease condition given in PARY § {8} there 8 pregnancy in last 90 days. -

/IV!:AJ AA g W //f/y\ rEI Yes IJU No l 0 Unknown

19. WAS AUTOPST - | 20a. AGCIDENT  SUICIDE  HOMICID P0b. DESCRIBE HOW INJURY OCCURRED. (Entes nature of injury in PART I or PART II of item 18.)
PERFORMED? [m [m] ] .
YES [0 NOX3

20¢c. TIME OF Houi Month, Day, Year I
INJURY a.m.
p.m, '

.- 20d. INJURY QCCURRED 20e. PLACE OF INJURY (e.g., In or sbout homa, | 20f, CITY, TOWN, OR LOCATION
T - WHILE AT WORK [ farm, factory, streer, office bldg., eic.)
NOT WHILE AT WORK [ i

V5 300
Rev. 4/59

1

DATE AMENDED

DOCUMENT

. MEDICAL CERTIFICATION

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD CF

3-ie ~— ‘3 3”"%’—6& nndlastuwmallvﬁﬂ" 3--(7-63-_
Death occurred at. c _S'_ff- A.-M. m on the date stated sbove, and to the best of my knowledge, from the rauses stated.

21, | attended the d d from

USE BLACK INK

GMATURE {Dagree or titla] . 22b. ADDRESS 22c. DATE SIGNED

bovec D - F7 26 bl Yo Boce frhon |3-1543
e AURIAL, EMATION, 23b DATE 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county] {State)
REMOVAL (Spacify)

removal 3/18/63 Summerfield St.Clair Cou.nty,Illinois

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.

LoM.Wolfersberger G'Falldn,I1linois | MAR 19 8

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




[

.. STATEMENT BY LICENSED EMBALMER

| hereby certify that the hody whose name is recorded on-the reverse side of this ceriificate was embalmed by me,

or by e ‘Student Embalmer No._-

working under my personal supervisi‘on.-" ) A . &
g;udent i : o Signed‘M p.
Signature of Student Embalmer : L.
7 : _ Licensed EmbalmerNp. "~ TF '
"y ‘ - P. 0. Adtlressé@_m

.

Note: The above MUST BE SIGNED‘BY THE LICENSED EMBALMER in his OWN HANDWRITING. {Failure to comply
with the above. constitutes grounds for revocation of license). ’ )
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body-is not.embalmed,. fact should be so stated.above.
4 - -

-




